INTRODUCTION
Granuloma faciale (GF) is a rare, idiopathic dermatosis, of benign course and chronic progression, that predominantly affects white middle-aged men. Clinically, it is manifested by the presence of erythematous-brownish papules, nodules or plaques, single or multiple, well-delimited and with a smooth surface, that may also present exacerbation of follicular orifices and telangiectasias. 1 The face is the most involved site, but there are reports of extra facial and disseminated cases. The lesions are frequently asymptomatic and the patient may experience pruritus or a burning sensation. The diagnosis is confirmed through an histological examination where a mixed and dense cellular infiltrate, composed of lymphocytes, neutrophils, plasmocytes and eosinophils is evident, separated from the epidermis by a prominent Grenz zone. 2 The infiltrate is predominantly perivascular; leukocytoclastic vasculitis may exist in new lesions and fibrosis in the older ones. Direct immunofluorescence may demonstrate the presence of IgG, IgM, IgA and C3 in the dermoepidermal junction and around dermal blood vessels. The disease is usually difficult to treat and has a recurring character, with periods of exacerbation. 3 
CASE REPORT
Female patient, 58 years old, homemaker, born and from Manaus, had had asymptomatic lesions on the face for 10 years which became more pronounced with solar exposure. The dermatological examination revealed the presence of multiple erythematous-brownish papules of well-defined limits, located on the malar, nasal and frontal regions. Some lesions had telangiectasias on the surface and marked follicular ostia ( Figure 1 ). An histological examination revealed rectified epidermis, with subepidermal Grenz zone separating the nodular dermal inflammatory infiltrate, composed predominantly of lymphocytes, histiocytes, neutrophils and numerous eosinophils ( Figure 2 ). Based on the clinical picture and the histological examination, the granuloma faciale diagnosis was confirmed and treatment was started with two sessions of intralesional corticosteroid infiltration (with a 30-day interval), but response was unsatisfactory. Topical tacrolimus 0.1% was then introduced, achieving significant improvement in 4 months, with resolution of lesions that progressed with mild residual hyperchromia and a few telangiectasias (Figure 3 ). differentiated from other cutaneous eosinophilic infiltrates, by Cobane, Lever and Leeper. The term granuloma faciale was adopted only as of 1959, to avoid confusion with eosinophilic granuloma, from the group of malignant histiocytoses. 4 Some arguments suggest that GF is a chronic localized form of cutaneous vasculitis, based on the presence of histopathological findings with vasculitis, extravasation of erythrocytes and hemosiderin deposits, and immunohistochemical findings with deposition of immune complexes on the walls of dermal vessels. 5 There is no systemic involvement nor evidence of abnormal proliferation of the reticuloendothelial system. The lesions are, as a rule, asymptomatic, with a chronic, slowly progressive course and rare spontaneous involution. Although the clinical presentation of GF is usually characteristic, the diagnosis may be delayed by the relative rarity of the disease and the presence of numerous other pathologies that have clinical similarities. 6 Dermoscopic features may assist in diagnostic suspicion, with the presence of pink-colored background, white lists in different directions and prominent follicular orifices. 7 Among the main differential diagnoses are the lymphoma and pseudo-lymphoma, sarcoidosis, lupus erythematosus tumidus, polymorphous light eruption, fixed pigmented erythema, erythema elevatum diutinum, foreign body granuloma, granulomatous rosacea. 8 The disease tends to be refractory to several therapeutic modalities, although there are reports of success with the use of topical and intralesional corticosteroids, antimalarial drugs, dapsone, surgical excision, phototherapy, cryosurgery, dermoabrasion, electrosurgery. More recent studies show good results with the use of topical tacrolimus and some types of laser, such as pulsed dye laser 595nm and KTP 532nm, directed to the prominent vascular component of pathology. 9, 10 The lesions of the patient of the reported case disappeared after four months using topical tacrolimus 0.1%, progressing with mild residual hyperchromia and a few telangiectasias. She continues being periodically monitored, without recurrent lesions. q 
DISCUSSION

